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Abstract
Background: The critical importance of improving the well-being of people with disabilities is
highlighted in many national health plans. Self-reported health status is reduced both with age and
among people with disabilities. Because both factors are related to health status and the influence
of the age at disability onset on health status is unclear, we examined the relationship between
disability onset and health status.
Methods: The U.S. 1998–2000 Behavioral Risk Factor Surveillance system (BRFSS) provided data
on 11,905 adults with disability. Bivariate logistic regression analysis modeled the relationship
between age at disability onset (based on self-report of duration of disability) and fair/poor self-
perceived health status, adjusting for confounding variables.
Results: Key variables included demographics and other measures related to disability and general
health status. Disability onset after 21 years of age showed significant association with greater
prevalence of fair/poor health compared to early disability onset, even adjusting for current age and
other demographic covariates. Compared with younger onset, the adjusted odds ratios (OR) were
ages 22–44: OR 1.52, ages 45–64: OR 1.67, and age ≥65: OR 1.53.
Conclusion:  This cross-sectional study provides population-level, generalizable evidence of
increased fair or poor health in people with later onset disability compared to those with disability
onset prior to the age of 21 years. This finding suggests that examining the general health of people
with and those without disabilities might mask differences associated with onset, potentially relating
to differences in experience and self-perception. Future research relating to global health status and
disability should consider incorporating age at disability onset. In addition, research should examine
possible differences in the relationship between age at onset and self-reported health within specific
impairment groups.
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Background
"Disability is an issue that affects every individual, com-
munity, neighborhood, and family..."[1] People can
acquire disabilities at any point in their lives. Of critical
importance is the ability to develop or maintain a high
quality of life after the acquisition of a disability [2].
Health related quality of life (HRQOL) is included as an
overarching aspect of the American health strategic plan,
Healthy People 2010, which is a set of national health
objectives that encourages the use of self-rated health as a
measure to evaluate health status in the population. Pop-
ulation-based surveillance of general health status moni-
tors progress of two overall goals from Healthy People
2010: 1) to increase the quality and years of healthy life,
and 2) to eliminate health disparities [3]. Surveillance
questions on HRQOL can be used to examine different
outcomes for people with and without disabilities and
detect possible disparities [4]. However, even within spe-
cific impairments and diagnoses, people with disabilities
report a broad range of self-reported health on com-
monly-used measures [5].
Factors that may impact self-reported health status
include severity of disability or health condition, type of
activity limitation, and age of the person with the disabil-
ity [2,6]. Further, in what has been referred to as the "dis-
ability paradox", people with serious and persistent
disabilities often report experiencing a good or excellent
quality of life when to others it would appear that their
health is poor [7]. This seeming paradox may be related to
adoption of a positive disability minority group identity
[8] or to a tendency on the part of outside observers to
equate poor health with disability while people with dis-
abilities may view them as separate constructs [9]. Age at
onset of a disability, as well as the duration of the disabil-
ity, can also impact health status [10]. Individuals who
acquire a disability later in life may be more likely to rate
their global health status in relation to their perceived
health prior to the disability and have greater difficulty
adjusting to the disability [11]. In contrast, early disability
onset and longer duration of disability may allow greater
adjustment to the disability both in terms of psychosocial
identity development and adoption of coping strategies,
leading to higher reported general health [12,13]. Evalua-
tion of general health itself also may be adjusted to reflect
changing standards and values in response to disability
[12,14,15].
Empirical evidence supports the view that self-reported
health status is related to age at onset and duration of dis-
ability. For example, people with congenital deafness
have reported better health status than people with later
onset deafness [16,17]. In people with spinal cord injury
(SCI), both increasing age with SCI and more advanced
age at injury onset have been associated with higher
depression levels and poorer self-perceived health [18].
Other disease specific studies suggest earlier age onset is
associated with better reported health status, even
accounting for advancing age [10,19]. However, the over-
all relationship between age at onset and health status in
broad population-based disability groups (e.g., among
people with activity limitations or who use special equip-
ment) has not been fully characterized. If the age that dis-
ability is acquired is associated with perceived general
health, this knowledge might assist in more sensitive
measurement of health, as well as in developing tailored
interventions and interpreting heterogeneous age-related
effects on general health status.
We analyzed data from the USA Behavioral Risk Factor
Surveillance System (BRFSS) 1998–2000 to assess the
relationship between disability onset and self-reported
health status, a common measure of global health [20].
Specifically, we asked if general health status differs for
people with different ages of disability onset, while con-
trolling for possible confounders.
Methods
The BRFSS is a state-based telephone (random-digit-
dialed) survey of the noninstitutionalized U.S. popula-
tion aged 18 years of age and older that provides data
related to chronic diseases and their risk factors [21,22].
The BRFSS uses a Disproportionate Stratified Sample
(DSS) method, where phone numbers are randomly
selected throughout the state, business and nonworking
numbers are omitted, and individuals aged 18 years and
older are randomly selected from each household called.
Data are subsequently weighted to reflect the complex
sampling methods and nonresponse bias of the final sam-
ple [23]. This survey provides annual population-based
cross-sectional data that can be used to analyze self-
reported risks and health conditions. The BRFSS includes
national "core" questions and modules, and state-added
modules on special topics of interest to specific states. The
BRFSS has previously been used to identify prevalence
and correlates of general health among people with disa-
bilities [5,24].
The present study analyzed data from the seven states and
the District of Columbia that used both the core BRFSS
Healthy Days measures (CDC HRQOL-4) and the
HRQOL/Disability module each year from 1998–2000.
The states (Arkansas, Iowa, Kansas, New York, North
Carolina, Rhode Island, and South Carolina) and the Dis-
trict of Columbia represent a wide selection of the U.S.
population. The total BRFSS sample size across all three
years was 73,867. For the eight sites used in the study,
response rates ranged from 52.2% (New York) to 75.1%
(Kansas) with a median of 61.3% in 1998; in 1999, the
range was 45.0% (New York) to 66.3% (Kansas) with aBMC Public Health 2008, 8:10 http://www.biomedcentral.com/1471-2458/8/10
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median of 48.7; in 2000, response rates ranged from
32.9% (New York) to 59.3% (North Carolina) with a
median of 40.8% (see 2000 Behavioral Risk Factor Sur-
veillance System Report [25] for response rates for each
state in each year). For these analyses, we limited the sam-
ple to respondents who were classified as having a disabil-
ity and answered a question on their disability duration (n
= 11,905). Our working definition of disability was based
on respondents saying "yes" to either of two questions:
"Are you limited in any way in any activities because of
any impairment of health problem?" or "Do you now
have any health problem that requires you to use special
equipment, such as a cane, a wheelchair, a special bed, or
a special telephone?"
For this study, the dependent variable of self-reported
general health status was classified as a dichotomous var-
iable (fair/poor vs. excellent/very good/good), based on
answers to the question "Would you say that in general
your health is excellent, very good, good, fair, or poor?"
This question is included in the CDC HRQOL-4, along
with three questions about the number of recent days of
the last 30 when physical health was not good, mental
health was not good, and activities were limited because
of poor health. The CDC HRQOL-4 questions have been
demonstrated to predict morbidity, health care use, and
mortality and are associated with chronic diseases and
disability [26-28]. The retest reliability of HRQOL ques-
tions is moderate to excellent [4]. The questions also have
demonstrated reliability and validity for population
health surveillance [4,28,29] and people with disability
[30].
The primary predictor variable for these analyses was age
at disability onset, computed from questions on self-
reported disability duration and current age. Respondents
who answered yes to one or more of the disability screener
questions above were asked how long their activities had
been limited. Responses were given in days, weeks,
months, or years. These responses were recoded by the
authors to indicate the number of years, or portions of a
year (in decimal format), activities had been limited. This
disability duration variable was subtracted from the
respondent's current age on the date of the interview to
determine the respondent's age at the time of disability
onset. Age at disability onset was then categorized into
four groups: birth through 21 years of age, ages 22 to 44,
ages 45–64, and age 65 years or older. We classified early
disability onset as birth through age 21 years based on
federal laws designating developmental disability services
for individuals aged 0–21 years. Adult onset was consid-
ered age 22 years and older; the additional divisions
within this age range were made to allow examination of
potential effects of early adult versus older adult disability
onset. Thus, there were four groups classified by differing
ages at disability onset, based on information reported at
time of interview.
In addition, we included a set of potential confounding
variables: age (as a continuous variable); gender; race/eth-
nicity (white non-Hispanic, African American non-His-
panic, other non-Hispanic groups, and all Hispanics);
current employment status (employed, unemployed, stu-
dent/homemaker, retired, unable to work); education (<
high school graduate vs. ≥ high school graduate); marital
status (married, separated/divorced, widowed, never mar-
ried); and disability duration (years limited as a continu-
ous variable).
Descriptive analyses compared characteristics of all four
disability onset groups and respondents who were classi-
fied as not having a disability. Logistic regression models
with health status as the outcome report odds ratios (OR)
and 95% confidence intervals (95% CI) for people with
disabilities only. Models were constructed by forcing in
age at onset as the primary predictor variable, and includ-
ing additional variables if they had a meaningful effect on
the odds ratio of age at onset (10% or more change in OR)
or if the variable itself was a significant predictor of gen-
eral health status. We performed an exploratory analysis
to investigate whether the relationship of age at onset and
health status might be different for men versus women by
adding an interaction term between gender and age at
onset, but the interaction was non-significant. An interac-
tion of age and disability duration was also tested; there
was no significant interaction (data available on request).
Thus, results are provided for main effects only. Descrip-
tive results were analyzed using SUDAAN 9.0.0 (Research
Triangle Institute, Research Triangle Park, NC, 2004) for
weighted data, and logistic regression was conducted with
SPSS Complex Samples 14.0 for Windows (SPSS, Inc.,
Chicago, IL, 2005). Stratification and weighting variables
related to the BRFSS sampling and weighting strategy were
included in the analyses as design variables. This study
was approved by the Institutional Review Boards at the
University of Florida and Oregon Health & Science Uni-
versity.
Results
There were 11,905 respondents who were classified as
having a disability, which yielded a population estimate
of 4,370,174 adults with disability for the seven states and
the District of Columbia. These included people with
computed disability onset between birth and age 21 years
(raw n = 1,272), ages 22 and 44 (n = 4,085), ages 45 and
64 (n = 3,906), and age 65 years or older (n = 2,642).
Table 1 compares characteristics of these groups and
58,483 adults who were not classified as having a disabil-
ity. In general, these figures demonstrate a trend of
increasing fair or poor reported health status across theBMC Public Health 2008, 8:10 http://www.biomedcentral.com/1471-2458/8/10
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age at onset groups. The early onset group was younger on
average and more likely to be male, employed, and more
educated compared to the later onset groups.
Table 2 provides the final adjusted parsimonious model
of disability onset and fair/poor health. When controlling
for current age, disability duration, gender, race/ethnicity,
education, marital status, and employment, each of the
adult onset groups was significantly more likely to report
fair/poor health compared to the early onset group. The
following variables also showed a significant relationship
with fair/poor health: age; African American race/ethnic-
ity; less than high school education; divorced/separated
marital status; and not currently being employed. No sig-
Table 1: Sample characteristics by age at onset
Age at disability Onset Groups
0–21 22–44 45–64 ≥65 No Disability Total
Sample Size n = 1,272 n = 4,085 n = 3,906 n = 2,642 n = 58,483 n = 70,388
Estimated Population 557,969 1,550,869 1,401,986 859,351 23,673,140 28,043,314
Variables Perce
nt
(SE) Perce
nt
(SE) Perce
nt
(SE) Perce
nt
(SE) Perce
nt
(SE) Perce
nt
(SE)
Self-reported general health status:
Fair or poor health (Age Adjusted) 24.59 2.16 40.72 1.48 52.64 1.46 55.97 1.88 9.02 0.23 14.18 0.24
Mean disability limitation years (sd) 23.28 0.94 9.21 0.29 6.93 0.18 3.75 0.12
Mean current age (sd) 35.22 0.77 43.26 0.30 60.87 0.25 77.14 0.24 43.72 0.13 45.42 0.12
Current age ≥ 65 5.46 1.01 4.34 0.48 32.43 1.39 100.0
0
0.00 15.31 0.26 17.98 0.26
Gender: female 48.77 2.53 52.57 1.47 58.28 1.45 66.13 1.75 51.61 0.38 52.38 0.35
Race:
White, non-Hispanic 73.53 2.44 75.06 1.44 78.59 1.30 85.49 1.53 74.44 0.36 75.00 0.33
Black, non-Hispanic 14.09 1.83 12.55 0.98 12.27 0.92 9.54 1.23 13.73 0.26 13.47 0.24
All Hispanic 8.23 1.77 8.98 1.19 6.55 0.93 4.03 0.95 7.95 0.27 7.82 0.24
Other 4.15 1.12 3.41 0.59 2.59 0.58 0.94 0.46 3.88 0.18 3.71 0.16
Income (n = 58,784): <$25000 42.01 2.63 40.80 1.46 49.59 1.59 61.37 2.19 26.87 0.37 30.05 0.34
Education: HS graduate or above 83.44 1.85 85.91 0.97 76.14 1.23 71.50 1.63 88.83 0.26 87.40 0.24
Marital status:
Married or unmarried couple 46.53 2.51 59.62 1.40 62.97 1.34 44.69 1.90 60.39 0.37 59.72 0.34
Separated or divorced 12.71 1.59 19.31 1.03 16.15 0.93 7.66 0.97 10.95 0.22 11.61 0.20
Widowed 3.78 0.91 4.41 0.54 14.79 0.93 43.93 1.84 6.00 0.15 7.47 0.16
Never been married 36.98 2.50 16.65 1.16 6.09 0.67 3.71 0.69 22.65 0.34 21.20 0.30
Employment status (n = 70,306):
Employed or self-employed 62.55 2.41 52.80 1.44 27.78 1.32 4.74 0.96 69.69 0.35 64.53 0.33
Unemployed 7.56 1.48 9.45 0.89 4.42 0.57 0.42 0.20 3.51 0.14 3.87 0.14
Retired 5.98 1.06 6.71 0.67 39.55 1.44 88.75 1.23 15.58 0.26 18.34 0.26
Student or homemaker 12.49 1.73 7.93 0.72 5.64 0.65 3.59 0.55 10.21 0.24 9.70 0.22
Unable to work 11.42 1.42 23.10 1.28 22.60 1.20 2.50 0.61 1.01 0.09 3.57 0.13
Top five major impairments (n = 
11,169)† :
Back or neck problem (n = 2109) 14.78 1.86 27.80 1.36 16.98 1.21 8.19 0.99
Eye/Vision problem (n = 321) 7.43 1.48
Arthritis/rheumatism (n = 1766) 5.53 1.09 10.35 0.85 19.92 1.21 26.27 1.81
Fractures, bone or joint (n = 1033) 12.23 2.01 11.03 1.02 8.52 0.87 8.46 1.05
Lung problem (n = 913) 13.32 1.72 6.32 0.67 9.58 0.98
Walking problem (n = 838) 4.64 0.62 11.90 1.34
Heart problem (n = 873) 11.10 0.97 11.02 1.25
† The top five impairments or conditions selected on 1998–2000 BRFSS Disability/HRQOL module; Respondents were allowed to select from 14 
major impairments or conditions, including ''other'' (n = 2232) for impairments or conditions not listed.
BRFSS = Behavioral Risk Factor Surveillance System, sd = standard deviation, HS = high school, SE = standard errorBMC Public Health 2008, 8:10 http://www.biomedcentral.com/1471-2458/8/10
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nificant association between disability duration and self-
reported fair or poor general health was observed after
adjusting for current age.
Discussion
This study represents the first major stride to consider the
relationship between different ages of disability onset and
self-reported general health of a broadly defined, sizeable
population of people with disabilities. While the BRFSS is
a cross-sectional survey, this study contains information
about a past "exposure" (disability onset) calculated from
information reported at the time of the interview. The
potential for recall bias regarding disability duration and
ultimately our measure of age at disability onset is an
inherent limitation of the data available. Given the cross-
sectional nature of the survey data and analyses, as well as
the reconstruction of prior disability onset, the causal
inference of our findings is limited.
In our descriptive analysis, early age at onset (age < 22
years) was associated with better health status. Our regres-
sion results also characterize individuals with an early
onset disability as reporting better general health than
people with later onset disability, even when controlling
for confounding variables, especially current age. These
results may support those of previous studies with more
homogeneous samples of specific impairments [10,16-
19] and are consistent with theoretical models on adapta-
tion to disability [12,13]; however, an alternative explana-
tion may be that health conditions that occur more
commonly in later life (e.g., arthritis, diabetes) may be
associated with both disability and decreased health sta-
tus. There are qualitative differences in many conditions
that give rise to disability in early life compared with those
that result in disability in later life. For instance, congeni-
tal conditions such as cerebral palsy may result in commu-
nication and ambulation limitations but not necessarily
poor self-defined and self-reported health. Based on these
findings, subsequent research should consider the timing
of disability in addition to the presence of disability. More
global examination of health status of people with disa-
bilities may mask differences associated with age at disa-
bility onset.
Future directions include investigation of early versus later
disability onset within specific conditions in a popula-
tion-based sample, as well as comparisons of social sup-
port and life satisfaction among disability onset groups. In
addition, the reasons for the association between age at
onset and self-perceived health status should be investi-
gated directly. Response shift is one theoretical reason for
the difference [15], however, there are no direct measures
Table 2: Model of Predictors of fair/poor general health from the 1998–2000 BRFSS*
Variables Adjusted OR 95% CI
Age at Onset: 0–21 reference ---
22–44 1.52 (1.37, 1.68)
45–64 1.67 (1.44, 1.94)
≥65 1.53 (1.26, 1.86)
Age: (per year increase) 1.02 (1.02, 1.02)
Duration: (per year increase) 1.00 (0.99, 1.00)
Gender: Male reference ---
Female 1.00 (0.95, 1.05)
Race/ethnicity: White, non Hispanic reference ---
Black, non Hispanic 1.22 (1.15, 1.30)
All Hispanic 1.01 (0.90, 1.14)
Other 0.75 (0.69, 0.82)
Education: ≥ High school graduate reference ---
< High school graduate 1.84 (1.74, 1.95)
Marital Status: Married/unmarried
couple
reference ---
Divorced/separated 1.39 (1.32, 1.47)
Widowed 1.02 (0.96, 1.09)
Never Been Married 0.99 (0.92, 1.07)
Employment Status: Employed reference ---
Unemployed 2.57 (2.33, 2.83)
Student/homemaker 1.90 (1.75, 2.06)
Retired 1.92 (1.77, 2.09)
Unable to Work 6.76 (6.29, 7.27)
*Logistic regression of BRFSS data are limited to 7 states & the District of Columbia and weighted with SPSS Complex Samples 14.0 (unweighted n 
= 11,734; estimated weighted n = 12,895,725).
OR = Odds Ratio CI = Confidence Interval; BRFSS = Behavioral Risk Factor Surveillance SystemBMC Public Health 2008, 8:10 http://www.biomedcentral.com/1471-2458/8/10
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of response shift in the BRFSS. Future research may need
to examine this possible explanation, for example using
Rapkin and Schwartz's "appraisal" measure [31]. In an ad-
hoc analysis, we included life satisfaction as an indirect
proxy of differences in self-appraisal in our model and
found no appreciable changes (data available on request).
As with other possible mechanisms that will require more
detailed measurements, additional explanatory informa-
tion (e.g., social networks, disability identity) should be
used to further investigate age at onset differences.
These findings are subject to various limitations. The
BRFSS sampling frame excludes institutionalized adults,
restricting the inclusion of some individuals with severe
disability who may report poorer general health. The
phone survey methodology excludes people who are deaf
or hard of hearing and potentially some individuals with
severe mobility disabilities that limit their ability to
answer the phone [32]. In addition, participation in the
BRFSS, even among those sampled, has continued to
decline in tandem with the secular trends of research in
general [33]. Respondents from only seven states and the
District of Columbia were included in the analyses. While
the sample included respondents from the Eastern, South-
ern, and Midwestern regions of the country, these data
may not be fully representative of adults with disabilities
in the entire U.S. Furthermore, "disability" status and dis-
ability duration were determined by self-report and may
be prone to subjective interpretation of respondents. The
regression model did not control for limitation or impair-
ment type due to the multiple constructs contained within
the type of impairment question (impairments, diag-
noses/diseases, activity limitations, and injuries) and the
lack of response categories that were applicable to all
respondents; specifically, the difference in response pat-
terns between younger and older age at onset groups (see
table 1) leave a large response group of heterogeneous
conditions ("other") that differed across onset groups.
Lastly, as noted previously, the study was cross-sectional.
While we included age at onset as the prior historical
exposure, retrospective construction of a "cohort" of this
kind based on respondent recall data has inherent limita-
tions to cause and effect interpretations (i.e., the pseudo
cohort directly acts as a proxy based on the nature of this
sample being cross-sectional). This strategy allowed initial
examination of the relationship of age at onset and self-
reported health status for individuals with a wide range of
current ages and durations of disability, and provides sup-
port for future longitudinal studies to study these issues
prospectively.
Despite listed weaknesses, the BRFSS has many strengths
as a data source, including the population-based sampling
methodology. Disability was defined broadly, increasing
the generalizability of the results. The broad definition
may have attenuated the effect size, however, since the age
at onset relationship may be limited to subsets of people
with disabilities. The substantial sample size of the dataset
provided the ability to determine a moderate effect of age
at onset with statistical precision.
Conclusion
In this study, 23.3% of respondents with early onset disa-
bility reported having fair or poor health, while higher
proportions of respondents with later disability onset
reported fair/poor health. Despite adjusting for known
confounders (e.g., current age, education), age at onset
was significantly associated with reduced health status.
These findings suggest age at disability onset may impact
self-reported general health and should be considered
when analyzing HRQOL differences within people with
disabilities.
Competing interests
The author(s) declare that they have no competing inter-
ests.
Authors' contributions
EWJ contributed to the design of the study and had pri-
mary responsibility for data analysis and manuscript
preparation. WHJ and VAC contributed to the study
design, data analysis, and manuscript preparation. RS and
EMA, contributed to the study design and participated in
manuscript preparation. This study grew out of work from
the REP, which provided valuable contributions toward
the preparation of this article. All authors have read and
approved the final manuscript.
Acknowledgements
The other members of the RRTC Expert Panel on Health Status Measure-
ment are: Phillip Beatty, Ph.D., NIDRR; Brad Cardinal, Ph.D., Ore-
gon State University; Charles Drum, Ph.D., Oregon Health & Science 
University; Glenn Fujiura, Ph.D., University of Illinois at Chicago; 
Trevor Hall, Ph.D., Oregon Health & Science University; Gloria Krahn, 
Ph.D., Oregon Health & Science University; Margaret A. Nosek, Ph.D., 
Baylor College of Medicine. An earlier version of our findings was pre-
sented in March 2006 at the 23rd Annual BRFSS conference. Content from 
this manuscript was originally presented to the Expert Panel on Health Sta-
tus Measurement of the Oregon Health & Science University Rehabilitation 
Research and Training Center meeting in Portland, Oregon in June 2006. 
This work was supported, in part, by the Rehabilitation Research and Train-
ing Center on Health & Wellness – a grant from the National Institute on 
Disability and Rehabilitation Research (NIDRR grant # H133B040034) to 
Oregon Health & Science University. Additionally, we'd like to thank 
Babette Brumback, Ph.D. at the University of Florida Department of Epide-
miology and Biostatistics for time and assistance during this project. The 
University of Florida, OHSU, and the CDC provided a supportive environ-
ment for this very important collaborative work to take place. The findings 
and conclusions in this article have not been formally disseminated by the 
Centers for Disease Control and Prevention and should not be construed 
to represent any agency determination or policy.Publish with BioMed Central    and   every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published  immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
BMC Public Health 2008, 8:10 http://www.biomedcentral.com/1471-2458/8/10
Page 7 of 7
(page number not for citation purposes)
References
1. Institute of Medicine: Disability in America: Toward a National Agenda for
Prevention. Washington, DC 1991.
2. Kemp B: Quality of life while aging with a disability.  Assist Tech-
nol 1999, 11:158-163.
3. U.S. Department of Health and Human Services: Healthy People 2010:
Understanding and Improving Health. Washington, DC 2nd edition. 2000.
4. Andresen EM, Catlin T, Wyrwich K, Jackson-Thompson J: Retest
reliability of surveillance questions of health related quality
of life.  J Epidemiol Community Health 2003, 57:339-343.
5. Andresen EM, Meyers A: Health-related quality of life outcome
measures.  Arch Phys Med Rehabil 2000, 81:S30-S45.
6. Trividi MH, Rush AJ, Wisniewski SR, Warden D, McKinney W,
Downing M, Berman SR, Farabaugh A, Luther JF, Nierenberg AA, Cal-
lan JA, Sackeim HA: Factors associated with health-related
quality of life among outpatients with major depressive dis-
order: a STAR*D report.  J Clin Psychiatry 2006, 67:185-95.
7. Albrecht GL, Devlienger PJ: The disability paradox: high quality
of life against all odds.  Soc Sci Med 1999, 48(8):977-88.
8. Hahn HD, Belt TL: Disability Identity and Attitudes Toward
Cure in a Sample of Disabled Activists.  J Health Soc Behav 2004,
45:453-64.
9. Drum CE, Horner-Johnson W, Krahn GL: Health status and
healthy days reported by persons with and without disabili-
ties.  Unpublished manuscript. Oregon Health & Science University .
10. Boström K, Ahlström G: Quality of life in patients with muscu-
lar dystrophy and their next of kin.  Int J Rehabil Res 2005,
28:103-9.
11. Fitch J, Robinson M: Aging and late-onset disability: Addressing
workplace accommodation.  J Rehabil 2003, 69:38-42.
12. Bishop M: Quality of Life and psychosocial adaptation to
chronic illness and disability: Preliminary analysis of a con-
ceptual and theoretical synthesis.  Rehabil Couns Bull 2005,
48:219-31.
13. Livneh H: Psychosocial adaptation to chronic illness and disa-
bility: A conceptual framework.  Rehabil Couns Bull 2001,
44:151-60.
14. Schwartz CF, Sprangers MAG: Adaptation to changing health: Response
shift in quality of life research Washington, DC: American Psychological
Association; 2000. 
15. Schwartz CE, Andresen EM, Nosek MA, Krahn GL, Rapkin B: Disen-
tangling health and impairment in measuring quality of life:
how can response shift theory help?  Arch Phys Med Rehabil  in
press.
16. Harmer LM: Health care delivery and deaf people: practice,
problems, and recommendations for change.  J Deaf Stud Deaf
Educ 1999, 4:73-110.
17. Magilvy JK: Quality of life of hearing-impaired older women.
Nurs Res 1985, 34:140-4.
18. Krause JS, Kemp B, Coker J: Depression after spinal cord injury:
relation to gender, ethnicity, aging, and socioeconomic indi-
cators.  Arch Phys Med Rehabil 2000, 81:1099-1109.
19. Charlifue SW, Weitzenkamp DA, Whiteneck GG: Longitudinal
Outcomes in spinal cord injury: aging, secondary conditions,
and well-being.  Arch Phys Med Rehabil 1999, 80:1429-1434.
20. Idler EL, Benyamini Y: Self-rated health and mortality: a review
of twenty-seven community studies.  J Health Soc Behav 1997,
38:21-37.
21. Gentry EM, Kalsbeek WD, Hogelin GC, Jones JT, Gaines KL, Forman
MR, Marks JS, Trowbridge FL: The behavioral risk factor surveys:
II. Design, methods, and estimates from combined state
data.  Am J Prev Med 1985, 1:9-14.
22. Remington PL, Smith MY, Williamson DF, Anda RF, Gentry EM, Hoge-
lin GC: Design, characteristics, and usefulness of state-based
behavioral surveillance:1981–87.  Public Health Rep 1988,
103:366-75.
23. Behavioral Risk Factor Surveillance System: Survey Data
and Technical Information, Contents Overview   [ h t t p : / /
www.cdc.gov/brfss/technical_infodata/index.htm]
24. Crews J, Campbell VA: State-specific prevalence of disability
among adults – 11 states and the District of Columbia.
MMWR 2000, 49:711-14.
25. 2000 Behavioral Risk Factor Surveillance System Report
[ftp://ftp.cdc.gov/pub/Data/Brfss/
2000SummaryDataQualityReport.pdf]
26. Campbell VA, Crews JE, Moriarty DG, Zack MM, Blackman DK: Sur-
veillance for sensory impairment, activity limitation, and
health-related quality of life among older adults-United
States, 1993 – 1997.  MMWR 1999, 48:131-156.
27. Currey SS, Roa JK, Winfield JB, Callahan LF: Performance of a
generic health-related quality of life measure in a clinic pop-
ulation with Rheumatic Disease.  Arthritis Care and Res 2003,
49:658-64.
28. Dominick KL, Ahern FM, Gold CH, Heller DA: Relationship of
health-related quality of life to health care utilization and
mortality among older adults.  Aging Clin Exp Res 2002,
14:499-508.
29. Jia H, Muennig P, Lubetkin EI, Gold MR: Predicting geographic
variations in behavioural risk factors: an analysis of physical
and mental healthy days.  J Epidemiol Community Health 2004,
58:150-5.
30. Andresen EM, Fouts BS, Romeis JC, Brownson CA: Performance of
health-related quality-of-life instruments in a spinal cord
injured population.  Arch Phys Med Rehabil 1999, 80:877-884.
31. Rapkin BD, Schwartz CE: Toward a theoretical model of qual-
ity-of-life appraisal: Implications of findings from studies of
response shift.  Health Qual Life Outcomes 2004, 2:14.
32. Meyers AR, Andresen EM: Enabling our instruments: accommo-
dation, universal design, & assured access to participation in
research.  Arch Phys Med Rehabil 2000, 81:S5-S9.
33. Behavioral Risk Factor Surveillance System: Technical Infor-
mation and Data, Summary Data Quality Reports   [http://
www.cdc.gov/brfss/technical_infodata/quality.htm]
Pre-publication history
The pre-publication history for this paper can be accessed
here:
http://www.biomedcentral.com/1471-2458/8/10/prepub
Publish with BioMed Central    and   every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published  immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral